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is ready for immediate use. Only the finest components have been assembled 
to assure long trouble-free operation. The MOL-AC is priced at $55.00 F.O.B., 
New York. 
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Nervous System 





A PRACTICAL JOURNAL ON PSYCHIATRY AND NEUROLOGY 





The Psychiatric Interview 
(A Sociophysiologic Study) 


ALBERTO DI MASCIO, M.A., 


RICHARD W. BoypD, PH.D., 


MILTON GREENBLATT, M.D., and HARRY C. SOLOMON, M.D. 


Boston, Massachusetts 


Much has been written in recent years 
about the need for the extension of rigorous 
scientific methodology into the area of psy- 
chotherapeutic techniques and practices, A 
number of problems exist which complicate 
any such investigations, one of the most im- 
portant of which is created by the process 
of research itself. 

This paper, which presents some prelimi- 
nary findings obtained from this type of 
work, that is, the quantification of some 
physiologic and social parameters of the 
therapeutic process, is based on the assump- 
tion that observation and recording do not 
destroy the important therapeutic attributes 
which are under study. The evidence on 
which this assumption is based is being pre- 
sented by Mr. Peter D. Watson elsewhere 
and will not be covered here. 

Dr. Lawrence Kubie in a lecture published 
in Psychoanalysis As Science, in 1952, out- 
lined his concept of the necessary method- 
ology for this type of investigation. Al- 
though developed completely independent of 
- Dr. Kubie’s ideas, our investigative method- 
ology is strikingly similar to his suggested 
approach. 

The purposes of this paper are twofold: 





From the Department of Psychiatry of the Har- 
vard Medical School and the Boston Psychopathic 
Hospital. 

Read before the Ninth Annual Convention and 
Scientific Meeting of the Society of Biological Psy- 
chiatry, Atlantic City, June 13, 1954. 
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1) to describe the tools and techniques use 
in studying the psychotherapeutic interviey, 
and 2) to introduce “sociophysiology,” a new 
interdisciplinary area for research, an are 
which demonstrates the concomitant rel. 
tionship between physiology and social be. 
havior. 

The psychotherapeutic sessions took place 
within a soundproof, temperature-controlled 
room in which the patient and _ therapist 
were comfortably seated. A polygraph ap. 
paratus in an adjoining room was connected 
electrically with the leads in the therapeutic 
chamber. This made possible the contin- 
uous and simultaneous recordings of the 
EKG from both the patient and the thera. 
pist ; the patient’s respiration by means 04 
double pneumograph around the patients 
thorax and abdomen; his finger skin tem. 
perature by means of a thermistor; his psy- 
chogalvanic skin resistance from the hand; 
and other parameters such as the integrated 
muscle potential and the ballistocardiograph. 
In addition, two lapel microphones made ai 
electrical recording on the polygraph p0- 
sible of the individual who was talking and 
how loudly. Three clocks summated (a) the 
total talking time of the patient, (b) the to 
tal talking time of the therapist and (c) the 
total elapsed time. All conversation was 
tape recorded and at the same time fei 
through earphones to permit the observers 
to hear what was said. 
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There were two observers who watched The Bales system consists of twelve stand- 
the therapy through a one-way-vision mir- ardized categories or “dimensions” of social 
ror. One observer coded onto the polygraph interaction. All types of verbal social be- 
tape his clinical judgments of the patient’s havior can theoretically be classified within 
The second observer, trained in these categories. Any interchange between 
the Bales system of interaction process anal- persons constitutes a scoreable event “unit” 
y which the social parameters of in Bales’ social action analysis. The out- 
the therapeutic interview are classified), sig- standing advantages of this method are its 
nalled by means of coded electrical impulses susceptibility to quantification and the fact 
the various appropriate categories of the in- that with trained observers it is highly re- 


teraction process. 


liable. 


BALES INTERACTION PROCESS CATEGORIES 


SHOWS SOLIDARITY, raises other’s status, gives help, reward: 
SHOWS TENSION RELEASES, jokes, laughs, shows satisfaction: 


AGREES, shows passive acceptance, understands, concurs, complies: 


GIVES SUGGESTION, direction, implying autonomy for other: 
GIVES OPINION, evaluation, analysis, expresses feeling, wish: 
GIVES ORIENTATION, information, repeats, clarifies, confirms: 


ASKS FOR ORIENTATION, information, repetition, confirmation: 
ASKS FOR OPINION, evaluation, analysis, expression of feeling: 
ASKS FOR SUGGESTION, direction, possible ways of action: 


DISAGREES, shows passive rejection, formality, withholds help: 
SHOWS TENSION, asks for help, withdraws out of field: 
SHOWS ANTAGONISM, deflates other’s status, defends or asserts 


self: 


Positive Reactions 
Attempted Answers 
Questions 

Negative Reactions 


The investigations at the Boston Psycho- chotherapy, and (4) of the psychiatrist 
pathic Hospital on the psychotherapeutic treating this patient. 
process have employed the recording of In the first aspect of the interview, in- 
physiologic variables and the Bales classifi- volving a patient classified as ‘schizophrenic, 
cation of the psychiatric interview interac- paranoid type” it was noted that during the 


tions. 


Not all of the physiological variables were 
recorded in each case and not all of the 
analyses are completed nor are to be re- 


ported here. The results obtained in this 


pre-interview resting period the patient’s 
face skin temperature was higher, his heart 
rate was slower, and his sweating was less 
than during the interview. At the start of 
the interview the skin temperature began to 
slowly rise and midway through the session 


area will be centered around four aspects of started to drop, The heart rate immediately 
the psychiatric interview, involving socio- rose (a jump of about 20 beats per minute) 
physiologic changes (1) of a patient during and then slowly but steadily dropped during 
one interview, (2) of a given patient with the course of the interview; the sweating re- 
different interviewers, (3) of a neurotic pa- sponse (GSR) quickly dropped and kept de- 
tient throughout the course of depth psy- creasing throughout the interview. 
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Figure 1. Resting—Interview Differences. 
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These data suggest that the interview pro- 
duced an immediate increase in sympathetic 
nervous tension, but with passage of time 
and the patient’s social adaptation to the 
psychiatrist, there was sympathetic relax- 
ation. Concomitant with these physiologic 
changes it was noted that the positive and 
negative affective statements increased and 
neutral affective statements decreased as a 
function of time in the interview. At the 
beginning of the interview, sympathetic ten- 
sion was elevated and was accompanied by 
considerable ‘‘neutral’”’ interaction; as the 
interview proceeded the patient expressed 
more feelings (more positive and negative 
statements) and these were accompanied by 
reduced total verbal productivity and sym- 
pathetic relaxation. 

It was also demonstrated in this subject 
that with different levels of affective inter- 
action there were concomitant changes cf 
certain physiologic parameters in the pa- 
tient. 
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Bales Categories Heart Rate Mean G.S.R. Mean 


Positive Affective 87.7 .670 
Neutral 82.8 .684 
Negative Affective 83.7 .692 


Note that the heart rate with positive af- 
fect is faster and with negative affect 
slower; that sweating with positive was 
greater and with negative was less. 

Another phase of the studies involved the 
interviewing of each of three subjects by 
three interviewers. An inspection of the 
heart rate data revealed that one particular 
psychiatrist consistently produced a lower 
heart rate in all subjects, regardless of the 
level of affective interaction, and regardless 
of the order in which this therapist inter- 
viewed the subjects. 


It is also to be pointed out that in all three 
subjects the heart rate associated with the 
positive affective level was again higher 
than that associated with the negative affec- 
tive level. 
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Figure 2. Effect of different interviewers on the 
heart rate of three subjects. 














The investigation of the patient under- 
going depth psychotherapy was fruitful in 
many ways, By applying the Bales system 
of interaction process analysis to the thera- 
peutic relation we were able to distinguish 
categorically between the role of the patient 
and that of the psychiatrist. 


We see it demonstrated that the role of 
the psychiatrist is to give support and ac- 
ceptance while expressing no hostility, to 
give opinions, and to ask the patient for his 
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Figure 3. Percent interaction units per Bales’ Cat- 
egories for one interview. 


opinions and feelings. It is interesting to 
note that the therapist exhibited more ten- 
sion during the particular session than the 
patient. 

The role of the patient can readily be seen 
to be that of giving facts, opinions, and feel- 
ings. We can also see that the patient was 
at times quite antagonistic. 

The Bales system also allows us to show 
quantitatively how the social interaction of 


Percent of Bales’ Categories for therapist with various stages of therapy. 
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both the therapist and the patient changes 
with different stages of the therapeutic 
process. 

The Bales categories here graphed repre- 
sent profiles for the 38 interviews broken 
into five divisions representing stages of 
the therapeutic process as defined by the 
psychiatrist involved. The first five inter- 
views (the first division) centered about the 
initial anxiety of the particular therapeutic 
situation; during the next five interviews 
there developed increasing involvement in 
the therapy. During the third period (inter- 
views 11-18) there was a rapid increase in 
the intensity of the transference relation- 
ship, culminating in the 18th interview in a 
peak of emotional involvement in the thera- 
peutic process. Following this there came a 
period of earnest working through of vari- 
ous specific problems (interviews 18-34). 
The fifth period (interviews 35-38) came 
when reality necessitated termination of 
treatment, at which time the focus turned to 
separation feelings. 

With these divisions in mind we note by 
Categories 1 and 3 that the therapist at- 
tempts to lure the patient to enter into the 
relationship of transference, by encouraging 
him and agreeing with him. As the patient 
becomes emotionally involved in the thera- 
peutic relationship the therapist shifts to 
the giving of suggestions and opinions (Cat- 
egories 4 and 5) which is more important 
therapeutically. We see that the therapist 
(in Category 6) gives orientation—in other 
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words, states the reality issues—gt the be. 
ginning and at the end of therapy. By not 
asking questions or opinions (7 and 8) yn 
the transference is established the therapist 
“dees not frighten the fish untij he js 
hooked.” The therapist reacts to the Te. 
sistance and the attacks of the patient at 
the beginning by showing tension (11), but 
once the therapy really begins he becomes 
more relaxed. Note that the therapist never 
at any time expressed hostility (12) toward 
the patient. 

With the patient the important Changes 
in the percentage profile demonstrate the ip. 
creasing involvement in the therapeutic git. 
uation with greater work production jy 
problem solving (6). With this greater jp. 
volvement came a mounting in the tension 
expression by the patient (11). We also gee 
that the expression of aggression reaches its 
peak during the period of maximum emo. 
tional involvement, interviews 10-18, 


Quantitative differences in the physiology 
were found which related to the stage of 
the therapy process and to the type of affect 
being therein expressed. We have been en- 
abled to quantify the lability of the heart 
by a new statistic developed in our labora- 
tory and labeled the D-score. A high D-score 
represents a very labile heart rate and a low 
D-score a stable one. In the case of the 
EKG for instance, it was found that the 
heart rate mean and lability in interviews 
where a positive transference relationship 
was found tended to be high. In later inter- 


Figure 5. Percent of Bales’ Categories for Patient with various stages of therapy. 
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Figure 6. Correlation of pulse rate fluctuations of patient and doctor during a 
; psychiatric interview. 

















“CONCORDANCE” 
—— Patient’s Pulse 


views where a negative transference rela- 
tionship was expressed the mean heart rate 
was slower and more stable. When the pa- 
tient was working earnestly on a particular 
problem it was noted that an even lower rate 
was evidenced, concomitant with even more 
stability. 

Two of the most interesting findings of the 
study centered about the physiological re- 
actions of the psychiatrist. First it was 
found that the therapist was very reactive, 
physiologically speaking, having at times a 
much higher and more labile heart rate than 
the patient, which may seem to indicate that 
the therapist is not as emotionally unin- 
volved as is frequently thought by some. 

A finding of potentially great interest was 
that the psychiatrist’s and the patient’s 
pulse rates often varied together and at 
other times varied inversely from each other. 
These phenomena we have labeled “concord- 
ance” and ‘“discordance.”’ Such a relation- 
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ship as concordance may eventually be used 
as a measure of therapeutic rapport. At 
present the evidence for this phenomenon is 
still too tentative to do any more than 
merely suggest the value of this concept. 

This paper reports several pilot investiga- 
tions into the social and physiological para- 
meters of the psychotherapeutic interview 
aimed at testing (1) whether real therapy 
could actually occur under the research con- 
ditions, (2) whether the Bales system of in- 
teraction process analysis could be fruitfully 
used to portray meaningful characteristics 
of the therapeutic interrelations, (3) what 
physiological changes occur within an inter- 
view and throughout a series of interviews, 
(4) whether any significant relationships 
exist between the social interaction and 
these physiological changes, and (5) lastly, 
to analyze the role and reactions of the ther- 
apist in the therapeutic relationship. 
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Clinical Experience with Meratran 


(A New Central Nervous System Stimulant) 


HOWARD D. FABING, M.D. 
Cincinnati, Ohio 


Our clinical observations on Meratran 
(alpha - 2 - piperidyl benzhydrol hydrochlo- 
ride) began in February, 1953, and have 
continued until the present time. Selection 
of this compound for clinical trial was based 
on the experimental work of Brown and 
Werner.’ They found the drug to be of ex- 
tremely low toxicity in both acute and 
chronic toxicologic experiments and noted 
that doses which were quite small in relation 
to the lethal dose induced prolonged periods 
of purposeful hyperactivity in experimental 
animals. Dogs remained friendly and ate 
readily on doses which produced hyperactiv- 
ity. Unlike some analeptic drugs, convul- 
sions did not occur until lethal doses were 
given intravenously, No secondary central 
nervous system depression followed with- 
drawal of the stimulating drug. Further- 
more, doses of the compound which caused 
hyperactivity in the experimental animal 
had little or no effect on blood pressure, pulse 
rate or respiratory rate. 

Consideration of these findings indicated 
to us* that this compound had central stim- 
ulating action without convulsant activ- 
ity, that it was apparently not a sympatho- 
mimetic drug since it caused no overt car- 
diovascular pressor reactions, that it did not 
make dogs irritable and pugnacious but ra- 
ther more purposeful in their behavior, and 
that there appeared to be a wide margin of 
safety between the effective dose and the 
lethal dose. Because of these attributes it 
was decided to conduct therapeutic trials 
with this compound. 

Narcolepsy, because it is believed to be a 
disorder characterized by an abnormal in- 
hibitory state* in the central nervous sys- 
tem, and therefore responsive to stimulant 
drugs, was studied first. The first patient is 
illustrative of the response of a case of nar- 
colepsy of moderate severity. 


Read before a joint meeting of the Texas and Mex- 
ican Neuropsychiatric Societies, Galveston, Texas, 
October 24, 1954. 
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Mrs. L. W., age 47, housewife, has had Narcoleptic 
sleep attacks since the age of 20. These occurred 
two, three and four times daily. No complication 
of cataplexy was present in her case, but she com: 
plained of cataleptic trance states while doing her 
housework. She has been under observation Since 
1948 during which time she has maintained g blood 
pressure of 150-160/90. Various drugs of the am. 
phetamine series were employed in the past, ang of 
these benzedrine sulphate, 60 mg. daily, gave he 
the most relief. On this dosage, however, her ap- 
petite was affected and she lost weight. She cowl 
not ride in a car without falling asleep nor coulq 
she attend church without sleeping, but the cats. 
leptic trance states were improved in great meas. 
ure. On administration of the new compound, 2 
mg. daily, in four divided doses, she has been al. 
together free from her sleep attacks and cataleptic 
trances for 20 months. Her husband also reports a 
marked improvement in her condition. She can now 
ride in a car without developing narcoleptic symp. 
toms, and is able to sit through a sermon in church 
without difficulty. Her blood pressure has remained 
the same throughout the treatment, her appetite is 
good, her weight has returned to normal, and she is 
leading a fully normal life. 


The second case is that of a severe uncon- 
trolled narcoleptic. 


Mrs. M. P., age 36, housewife, began to have sleep 
attacks two to five times daily, cataplectic attacks 
on sudden emotional stimuli, predormital paralysis 
and cataleptic trancelike states at the age of 21 
years. She had been taking 20 mg. d-oxyampheta- 
mine (Desoxyn) in divided doses daily, plus 3 to 4 
drams elixir Dexedrine Sulphate each day. Despite 
this medication, she slept a great deal and needed 
to keep on the move constantly. She was unable 
to watch television, go to the movies, or to ride in 
a car without sleeping. Cataleptic states were so 
profound that she would often cook a whole meal 
in a trance. When her dose of Meratran reached 
35 mg. daily, some improvement occurred generally. 
At the level of 70 mg. daily, sleep attacks and pre- 
dormital paralysis stopped. On a final dose of 100 
mg. daily, which she has maintained for 18 months, 
she is relieved except for occasional abortive at- 
tacks of head-nodding and infrequent short trance- 
like cataleptic periods. If she stops her drug, her 
symptoms recur in their entirety within 48 hours. 


It was apparent in these two narcoleptic 
patients that the drug was more effective 
therapeutically than the amphetamines. Rea- 
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soning by analogy that drugs of the amphe- 
tamine series, which are effective in the 
treatment of narcolepsy,’ are also of thera- 

utic value in depressive states, patients 
with this type of mood disorder were studied 
next, We found the drug to give impressive 
results in reactive depressions, and our con- 
tinuing observations during the past one 
and one-half years have continued to bolster 
this conclusion. Our series now extends well 
over 100 patients of this type. In no case 
have we seen a diminution of appetite, and 
even when the final dose of the drug is given 
at the time of the evening meal, interference 
with nocturnal sleep is quite rare. We have 
noted no alteration in blood pressure or pulse 
rate in any case. Respiratory rate and pu- 
pillary size do not alter. No objective or sub- 
jective flushing of the skin occurs with this 
drug. 

On occasion the response of patients with 
reactive depression is sudden and dramatic, 
in that they note an elevation of mood and a 
quickening of their retarded psychomotor 
state within two hours after ingesting the 
first tablet. Patients with anxiety reactions, 
in which there is no depressive element, 
often experience an uncomfortable increase 
in anxiety symptoms, which has led us to 
conclude that this medication is contraindi- 
cated in the control of anxiety symptoms 
when they are present in pure culture. In 
the rather common mixed clinical pictures, 
when both depression and anxiety occur to- 
gether, we use the drug tentatively, The re- 
sponse is often good, and sometimes it is ex- 
cellent, but it must be abandoned if an in- 
crement of anxiety occurs with its use. 

In the endogenous depressive states the 
drug is effective in somewhat larger doses if 
the disorder is not severe. In severe psy- 
chotic depressions electroconvulsive therapy 
remains the treatment of choice in our 
hands. This is especially true of agitated de- 
pressions, which are sometimes made worse 
by Meratran. 

The compound has been employed in other 
types of neuropsychiatric illnesses with va- 
tying results. The response in patients with 
ambulatory schizophrenia has been discour- 
aging, and that in a small group of patients 
with pseudoneurotic schizophrenia, little bet- 
ter. It was hoped that patients with neu- 


rasthenic reactions would benefit with the 
use of this drug, but such was not the case. 
Patients with presenile dementia, presum- 
ably Alzheimer’s disease, were not benefited 
in most cases. Neither the motor nor psy- 
chic manifestations were helped in five cases 
of Huntington’s chorea, Patients with psy- 
choses associated with cerebral arterioscle- 
rosis were not helped if involvement was se- 
vere. Three upset paranoid patients were 
not improved. Seriously incapacitated obses- 
sive-compulsive patients were made worse, if 
anything, by the medication. 


The neurological manifestations of parkin- 
sonism are not altered by Meratran, but the 
depressive reactions which often accompany 
this disease can be helped by the drug. The 
rare epileptic who feels worse when his seiz- 
ures are controlled by anticonvulsant medi- 
cation, and the less rare epileptic who is 
made drowsy by such medication can both 
often be helped by the addition of Meratran 
to their therapeutic regime. 

Many other investigators have studied this 
drug, and a number of reports on its use will 
probably be published in the near future. 
Schut and Himwich* studied its effect on 
twenty-five institutionalized mental patients 
at the State Research Hospital, Galesburg, 
Illinois. Theirs was a “double blind” study 
in which the medication was alternated with 
similar-appearing placebo tablets every six 
weeks over a seven month period. They con- 
cluded that Meratran was a central nervous 
system stimulant with usefulness in the field 
of institutional psychiatry with certain indi- 
cations and contraindications, They found it 
of value in non-deluded schizophrenics hav- 
ing restriction of interest and activity and 
with depressant features, in psychomotor re- 
tardation and/or blocking of communication, 
and in long-term hospitalized schizophrenics 
with severe deterioration. They listed as 
contraindications patients with active delu- 
sions, patients with anxiety and disturbed 
patients with cerebral arteriosclerosis. 

Pomeranze® studied a group of geriatric 
patients. He concluded: 


“Premature retirement and the fear of impending 
deterioration and death often creates a serious men- 
tal depression in older but otherwise organically fit 
individuals. It is difficult to inspire them to con- 
tinue normal activities. Meratran is effective in 
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small doses (2 mg.) and its duration of activity is 
at least 24 hours. The necessity for repeated doses 
and constant observation of drug taking is obviated. 
In therapeutic doses there are few side effects when 
its use is limited to the depressed or tired patient. 
Little effect was noted on appetite in the thin sub- 
ject. A better attitude appeared to permit the obese 
subject to maintain dietary control and lose weight. 
The depressed subject displayed an increased alert- 
ness and a better interest in routine activities. This 
was quickly apparent and was well maintained 
throughout the day without any apparent interfer- 
ence with sleep. An additional advantage was that 
no tolerance developed.” 


Levy‘ reported that Meratran was of value 
in alleviating the depressive reactions so 
often encountered in all types of office prac- 
tice which may go unrecognized and which 
may occasion repeated examinations for or- 
ganic disease. In these cases he found a 
daily dose of 5 to 15 mg. usually divided into 
four doses, to be of value, and he encoun- 
tered no toxic reactions. 

Antos* has used Meratran in a variety of 

conditions, usually in doses of 1 mg. or 2 mg. 
t.i.d., a.c. In a group of otherwise normal 
patients he states, “all subjects noted a ‘lift’ 
during the day without interference with 
sleep. None of the subjects had the ‘hepped 
up’ feeling nor the appetite depression that 
they all noted with 5 mg. amphetamine.” He 
has used Meratran in conjunction with chlor- 
promazine therapy to counteract the apathy 
it may induce without decreasing its anti- 
emetic action, and in conjunction with anti- 
histaminics to alleviate the drowsiness they 
may cause. When used in combination with 
the rauwolfia drugs it relieved apathy with- 
out raising blood pressure. He has used it as 
an adjunct in hepatitis, hypothyroidism, al- 
coholic hangover, and to assist the lethargy 
which troubles some diabetics, etc. He also 
finds that a dose of one or two mg. of Mera- 
tran given in the evening to an enuretic 
child will permit the night to pass without 
bedwetting, apparently by making the sleep 
less deep. We can confirm this observation. 
' Ayd® is undertaking a study of this com- 
pound in the treatment of stammerers and 
although his observations are not complete, 
he is encouraged by his findings to date, 

I'’° have also been encouraged by some 
preliminary observations which suggest that 
this compound may open a new avenue for 
the treatment of certain motor tics, a group 
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of conditions which provide a stubborn ther. 
apeutic challenge for most of us. I have been 
fascinated by our observations on an elderly 
lady who had a severe blepharospasm of 
four years’ duration. 


Spasm of her orbicularis oculi muscle bilaterally 
was so severe that she was just about totally inca. 
pacitated by her almost constantly closed eyes, She 
was covered with bruises caused by repeatedly 
bumping into doors and furniture in her home. Al- 
though she was a proud woman yearning for inge. 
pendence, she had reluctantly thrown herself on 
her daughter’s mercy because she could not keep 
house. When her daily dose of this compound Was 
raised to 15 mg. daily for one month she proudly 
entered the office exhibiting a quilt she had seweg 
together. She had not picked up a needle during 
the previous four years of her life. Although tic 
movements of her periocular muscles are still dis. 
cernible to a small degree, she is now making pin 
money by addressing envelopes for a mailing com. 
pany in her home. Before the medication was used 
she was unable to write. 


We have ameliorated blepharospasm in 
two other patients, one on 15 mg. daily in 
divided doses, and one on 40 mg. daily. A 
fourth patient with blepharospasm, a severe 
obsessive personality, became tense, anxious 
and sleepless on 2 mg. t.i.d., and abandoned 
the therapy, 

Spasmodic torticollis has been helped in 
five patients, two male and three female. One 
man takes 40 mg. daily, the other, whose 
neck movements were so severe that they 
broke an aluminum brace he wore, 20 mg. 
daily. The three women appear to tolerate 
less of the drug (7.5 to 10 mg. daily), and 
have received less benefit. Another woman 
with wild tossing movements of the head, 
received marked benefit on 2.5 mg. t.i.d., but 
she is a psychopathic personality and an al- 
coholic, and would not adhere to her treat- 
ment regime and must be recorded as a fail- 
ure. Three other patients with torticollis 
appear to have no tolerance for the drug be- 
yond 1 mg. t.i.d. and they have received no 
benefit. It appears that when the neck is 
fixed in torsion, so that the head is con- 
stantly turned to one side, even in the ab- 
sence of demonstrable bony or muscular 
pathology, the drug is not efficacious, 
whereas when the torsion is inconstant and 
spasmodic, and when the patient can tol- 
erate a reasonable dose of Meratran without 
developing anxiety symptoms, there is likeli- 
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hood that it will bring about some ameliora- 
tion of the condition. To date our series of 
tic patients is small, and the percentage of 
patients helped is not too impressive, How- 
ever, I take some comfort in the fact that 
this is the first pharmacologic agent which 
[ have ever found to have any salutary effect 
in these stubborn motor tics. 


Dosage 


It appears to make no difference whether 
the medication is given before or after meals. 
Occasionally patients complain that they are 
too alert at bedtime, and our usual advice in 
such cases has been to drop the evening dose. 
This was necessary in only one each of 37 
reactive depressions and 34 psychotic depres- 
sions in our earlier series. 

On the usual dose, 2.5 mg. three times a 
day, anxiety symptoms developed in three 
cases among 34 reactive depressions, and in 
five cases among the 34 endogenous ones. 
This incidence of anxiety reactions is sig- 
nificantly high enough to cause us to suggest 
that in office practice an initial dose of 1.0 
mg, t.id. be tried for approximately one 
week, and that if no somatic anxiety reac- 
tion occurs, and if the therapeutic results 
are not adequate at that level, to advance 
the dose to 2.5 mg. t.i.d. in the second week. 
Further alteration in dosage is dependent 
upon the response of the individual patient, 
and the judgment of the physician, Total 
dosage of 15, 20 and 25 mg. daily has been 
employed on occasion in response to thera- 
peutic demand in depressed patients, In no 
case has there been any clinically observed 
alterations in pulse, respiration, or blood 
pressure at these levels. As was pointed out 
earlier, severe narcoleptic patients have 
taken 100 mg. daily for more than a year. 
Thorough studies of cardiovascular re- 
sponses, liver function tests, blood counts, 
and urinalyses have remained normal 
throughout that time. 


General rules on dosage can be outlined 
graphically. The depressive reactions merge 
Imperceptibly from one category to the next 
in relation to severity. This is portrayed 
best by a spectrum. The mildly depressed 
should receive quite small doses of this com- 
pound whereas the seriously depressed may 
require considerably more. Overdosage at 
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any level may initiate uncomfortable ten- 
sion symptoms. It is necessary to main- 
tain dosage below this critical level in all 
cases, 


Mode of Action 

Everyone who has studied Meratran ex- 
perimentally and clinically appears to agree 
that its action is not mediated by the au- 
tonomic nervous system. Himwich" and his 
associates state: “Though Meratran is a 
stimulant and therefore resembles ampheta- 
mine in some of its action, yet it does not be- 
long to the group of sympathomimetic drugs, 
for it does not evoke the overactivity of the 
sympathetic nervous system characterized 
by dilated pupils, sweating, fast heart-rate 
and increased blood pressure.” 

Rinaldi and Himwich’’ found that in the 
rabbit the subcortical area responsible for 
the alerting reaction, namely the reticular 
substance of the upper brain stem tegmen- 
tum, was stimulated by Meratran. This area 
in turn stimulated the cortex, for the electro- 
corticogram lost its characteristic regular 
resting pattern and assumed the faster fre- 
quencies and lower amplitude character- 
istic of the alerting response. They con- 
clude that such changes from the resting to 
the alerting state may furnish part of the 
basis for the altered behavior produced by 
this drug. 

Heath** implanted electrodes in the septal 
area of the monkey, in accordance with the 
technique he and his associates'! have used 
in their investigations of schizophrenia. He 
found that Meratran given intravenously to 
such monkeys caused a rapid high-voltage 
spiking to occur electrographically in that 
area. He pointed out that this drug is unique 
in its ability to produce these changes in the 
septal area. 

Although more neurophysiologic work 
needs to be done to clarify the mode of ac- 
tion of this compound, the indications to 
date, both clinically and experimentally, are 
that it is a true central nervous system stim- 
ulant. Its primary site of action may prove 
to lie in the reticular formation of the upper 
brain stem and its vicinity, 


Comment 
As more investigators study Meratran, it 
becomes apparent that it is a drug which 
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alerts and stimulates the central nervous 
system. If the nervous system is “set” in a 
pattern of pathologic overactivity, the drug 
will enhance the existing pathologic beha- 
vior. Thus, a manic patient becomes more ex- 
cited, a deluded patient becomes more ac- 
tively paranoid, an obsessive patient becomes 
more obsessive, an anxious patient becomes 
more anxious, and an agitated patient be- 
comes more agitated. 

On the other hand, if the central nervous 
system is “set” in a state of underactivity, 
or partial inhibition or psychomotor retarda- 
tion (if one will not quarrel too much with 
using these terms interchangeably) Mera- 
tran appears to counteract this pathophysio- 
logic neural state, and to restore it to a 
more normal functional level. This is the 
key to Meratran’s therapeutic indication, and 
accounts for its ability to influence favor- 
ably such diverse conditions as narcoleptic 
sleep, emotional depression, diabetic leth- 
argy, “afternoon letdown” and the lack of 
interest of an old man in the world about 
him. If one attempts to include the motor 
tics into this wide variety of conditions 
wh:ch are helped by a common central stim- 
ulant drug, one is drawn into the speculation 
that these tics are caused by underactivity 
of a portion of the central nervous system, 
and that the paradox that they manifest 
themselves as motor overactivity can best be 
explained as a neurophysiological release 
phenomenon. 

Meratran is apparently a new type of 
drug, and many chemical variants and con- 
geners of this compound appear capable of 
synthesis. A few other members of this fam- 
ily of compounds have been synthesized, and 
are under study. Initial observations indi- 
cate that they may open new avenues of in- 
vestigation in the field of neuropharmacol- 
ogy. 

Summary 

1. The pharmacology of a new central ner- 
vous system stimulant, Meratran, is reviewed 
briefly. 

2. The therapeutic indications of this com- 
pound are roughly similar to those of the 
amphetamines. 

3. It has benefited the group of narcolep- 
tic patients studied. 

4. The drug continues to prove of value in 
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reactive depressions and the less severe en. 
dogenous depressions. 

5. In institutionalized patients its use 
advised in non-deluded schizophrenics hay. 
ing restriction of interest and depressive fea, 
tures, in long-term schizophrenics with de. 
terioration, and in cases of psychomotor re. 
tardation with blocking of communicatioy, 
In patients with active delusions, anxiety, 
and agitated behavior it is contraindicateg 

6. In geriatric practice the depressed by 
otherwise organically fit older patient wh 
cannot be inspired to continue normal actiy. 
ities can be helped by small doses of the 
drug. 

7. Numerous other clinical conditions 
ranging from drug-induced lethargy causej 
by anticonvulsants, antihistamines, chlor. 
promazine, rauwolfia compounds, ete. to “af. 
ternoon letdown,” alcoholic hangover, the 
fatigue and depression encountered in dia. 
betes, parkinsonism, and hepatitis, etc., have 
been benefited by the employment of small 
doses of Meratran, according to various in- 
vestigators. 

8. Selected cases of blepharospasm and 
spasmodic torticollis have been helped by 
this drug. Other patients of this type can- 
not tolerate the drug in therapeutically ef- 
fective doses. The effect of Meratran in 
stammerers is being studied, 

9. The drug has proved valuable in office 
practice because the appetite loss and the 
cardiovascular pressor reactions sometimes 
observed after the administration of the am- 
phetamines are not encountered. In addi- 
tion, the drug seldom interferes with noc: 
turnal sleep, and when it produces anxiety 
side reactions these are less severe and less 
disturbing subjectively than those encour- 
tered with the amphetamines. 

10. When anxiety or agitation comprise a 
sizable proportion of the clinical picture the 
drug should be used warily and with caution. 

11. Effective dosage ranges (except in 
narcolepsy and motor tics) vary between 20 
and 25.0 mg. daily, 

12. The drug appears to be a true central 
nervous system stimulant without effect o 
the autonomic nervous system, and there 
fore is not a member of the sympathom 
metic group of compounds. Experimental 
evidence at this time points to the reticula! 
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formation of the upper brain stem and/or 
the septal area as the primary site of action 


of the drug. 
13, Initial observations on other com- 


pounds closely related to Meratran chemi- 
cally indicate that they may open up new 
avenues of investigation in the field of neu- 


ropharmacolog y: 


“author's Note: Meratran is a trade-mark of Wm. 
5, Merrell Company for its brand of Pipradrol (Al- 
ha-(2-piperidyl) benzhydrol hydrochloride). In- 
yestigational supplies were generously provided by 
the Medical Research Department, The Wm. S. Mer- 
rell Company, Cincinnati 15, Ohio. 
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A Psychiatric Floor in an Open-Staffed 
Community General Hospital 


JOHN A. RITCHIE, M.D. 
Greenville, South Carolina 


Tuis is a brief account of the formation 
and first year of operation of a psychiatric 
ward in a community open-staffed general 
hospital located in a relatively small South- 
ern city. Since an apparent need and trend 
of the South is decentralization and disper- 
sion of psychiatric facilities, it was felt that 
areport of our experience might be of inter- 
est. Existing hospital resources and facili- 
ties are only a small part of the evolution 
of our total local mental health program and 
cannot be really appreciated as an isolated 
hospital and medical event. There has been 
a concomitant development of mental health 
Programs in the schools, churches, and 
among the social agencies of our area. It is 
doubtful if the hospital program could have 
succeeded without this community-wide in- 


terest and activity. However, the scope of 
this report is limited to purely hospital 
events and problems which other general 
hospitals are apt to face, 

In 1947 the Board of Trustees of Green- 
ville General Hospital participated in the 
growing general post-war interest in mental 
illness. They included in their expansion 
building program plans for a _ psychiatric 
ward. In so doing they displayed courage 
because at that time there was no one at 
hand who had had any experience with such 
a venture, nor was there any reasonable 
guarantee that it could be properly staffed. 
Further, there was the problem of money; 
this hospital is neither tax supported nor a 
charity institution. It is an eleemosynary 
institution whose business it is to provide 
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hospital care at cost to the patient. There 
was serious doubt if a psychiatric floor could 
ever carry itself financially. 

Staff. By the time the unit opened psy- 
chiatrists had settled in the community and 
had become part of the hospital. They had 
been attracted largely as a result of the 
evolving community health program and par- 
ticularly the prospect of special hospital fa- 
cilities. During that period of organization 
of the medical staff, just prior to the opening 
of the unit, there was difference of opinion 
as to just who would be authorized to admit 
patients on this floor, Anxieties arose, par- 
ticularly among the surgical staff, over this 
problem. They feared that if anyone except 
a specialist in psychiatry admitted a patient 
that patient would be abused and maltreated. 
It was finally agreed that any physician who 
was a member of the staff on the hospital 
could admit a patient to the psychiatric floor. 
In the Chief of the Psychiatric Service was 
vested the authority and responsibility to 
refuse admission to any patient who he felt 
could not be adequately absorbed by the 
ward at that particular time or who for any 
reason could not be properly handled. Ex- 
perience has demonstrated that this arrange- 
ment has not led to abuses but is helpful to 
the psychiatrists, physicians of other spe- 
cialties, and, above all, the patients. 

The formation of the nursing staff pre- 
sented special problems. There were no 
trained psychiatric nurses on hand and the 
nursing office felt understandably uneasy 
since they lacked psychiatric administrative 
and nursing personnel. To import and to 
hold trained psychiatric nurses from outside 
the area was obviously not possible. To im- 
port a qualified full time psychiatric super- 
visor was undesirable because such an indi- 
vidual would command a higher salary than 
our director of nurses and this would have 
led to an unhappy confusion of professional 
. status. The solution reached was to bring 
in, for a three months’ period, a trained and 
experienced psychiatric nursing supervisor 
with much professional prestige, This indi- 
vidual was charged with training a nursing 
staff and formulating nursing procedures. 
There were many volunteers and the gene- 
rosity of the nursing office made possible se- 
lection of the most capable nurses. All of 
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the graduate nurses had already had three 
months undergraduate experience anq this 
three months of intensive on-the-job train. 
ing produced very satisfactory results, 

Financial Aspects for the Hospital, Dur. 
ing the first year 332 paying patients Were 
admitted. The calculated cost of supplying 
room, board, and routine drugs was $17.66 
per day per patient at 70 per cent occupancy, 
The actual occupancy was 68 per cent: the 
charge to the patient was $18.00. In its firg 
year the unit very nearly carried its ow 
weight financially, There is every indica. 
tion that the first year’s small loss will he 
more than made up in the second. 

At the time it opened everyone assume 
that psychiatric patients would be particu. 
larly poor financial risks and consequently a 
rather severe advance down-payment was re. 
quired by the hospital. This was soon found 
to be unjust, unnecessary, creating at times 
resentment and an admission barrier. Down. 
payment requirements were soon brought 
into line with that required of medical and 
surgical patients. These are: one week's 
hospital bill in advance if the patient’s credit 
rating is unknown or questionable. However, 
down-payment was not even mentioned if 
the patient had had previous satisfactory f- 
nancial dealings with the hospital, or his 
general credit rating could be quickly deter- 
mined, or his admitting physician knew him 
to be financially reliable, or the physician de. 
clared him to be an emergency. Further, the 
distinction between the private and charity 
psychiatric patients was made on exactly the 
same basis as for medical and surgical pa- 
tients. 

The “Dumping Syndrome.” Apparently, 
for some years, hospital personnel had been 
looking forward to a psychiatric division as 
a solution to all the troublesome and ur 
happy interpersonal situations that inevi- 
tably arise in all general hospitals, There 
was a strong tendency to bring pressure for 
transfer to psychiatry of anyone who 
groaned at night, was incontinent, impl- 
dent, or otherwise troublesome, This tet- 
dency became nicknamed the “dumping sy 
drome.” Individuals became very upset whet 
their plans to get rid of and incarcerate cer 
tain unloved patients was frustrated. The 
only effective remedy found for the dumpling 
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syndrome was systematically seeing to it 
that all categories of hospital personnel had 
the opportunity to visit the unit in action 
and talk with the consulting nurse. 


Architectural Design. Plans and specifi- 
cations recommended by the U. S. Public 
Health Service were adopted without signifi- 
cant change. It consists essentially of eleven 
very large private rooms, two seclusion 
rooms, excellent pack and hydrotherapy fa- 
cilities, and the usual nursing station, day 
room, kitchen facilities, offices, toilets, closet, 


etc. 
In use it proved to be very satisfactory. 
We have only three comments to make: 


1. Hydrotherapy and packs were so infre- 
quently used that the cost and space required 
were not justified. 

2. We recommend an increase of private 
rooms from eleven to not more than thirteen 
or fourteen. 

3. We would like to underline the value 
of large private rooms. They are generally 
very good for psychiatric patients. For 
those who need a room-mate each room is 
large enough to comfortably handle two beds 
and two people. There is no need to divide 
the ward into an area for men and an area 
for women. Furthermore, Americans seem 
to have reached the point where they expect 
private rooms and, like expensive automo- 
biles and are willing to pay for them. 

Practice of Psychiatry in a Small City. We 
psychiatrists soon learned that the practice 
of psychiatry in a setting such as this is 
quite different from operating within the 
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closed-staff institution or in the situation 
where the patients are referred from very 
long distances to a center with great medical 
prestige. We found our setting in general 
unfavorable for the hospital management of 
the severe schizophrenic reactions largely 
because we were away from the _ hospital 
most of the day. On the other hand, there 
are many inherent advantages. Since here 
tne physician functions as his own outpa- 
tient department, there can be substantial 
reduction of patient hospital time. Rather 
than coming into the hospital where the col- 
lection of the historical data and examina- 
tion begins, the patient is admitted with 
that part of the procedure largely complete. 
At the time of admission a tactical thera- 
peutic plan is already formulated. Also, the 
family is usually relatively near at hand and 
it is possible to safely effect earlier dis- 
charges since a readmission, if necessary, is 
easily arranged. 

The psychiatrist practicing in this setting 
is inherently in close contact with the pa- 
tient’s family, his family physician, his so- 
cial and economic setting and way of living. 
The availability of this very vital informa- 
tion substantially increases his effectiveness. 
Further, this psychiatrist is better able to 
test his own therapeutic effectiveness be- 
cause, as the old saying is, the chickens come 
home to roost, 

In conclusion, I would like to say that 
Greenville, a relatively small Southern city, 
has demonstrated that the addition of psy- 
chiatric beds in a general hospital is a fea- 
sible and self-supporting project. 
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Occupational Neuroses 


(A Study in Dependency Reaction) 
JOHN W. Bick, JR., M.D. 
New Orleans, Louisiana 


The incidence of demand for compensation 
for industrial accidents has grown as insur- 
ance coverage has been extended. With in- 
creasing awareness of psychiatry as a spe- 
cialty, legal representatives of the injured 
often turn to us for assistance. Our help is 
especially sought in those cases where a dis- 
ability is claimed but where no physical evi- 
dence of trauma exists. Being asked to re- 
tire from our traditional tasks as therapists 
and to assume a judicial role, is to many of 
us, a new and untried experience. Our task 
is sometimes made more difficult by the pa- 
tient’s attitude. He does not wish treat- 
ment, In fact, the sole purpose of the claim- 
ant usually is to sustain his illness. He fre- 
quently feels that submitting to therapy 
would be tantamount to admitting to malin- 
gering. Asa result, he persists in his symp- 
toms until the award or denial of a cash set- 
tlement. 

Too often, when examining a patient seek- 
ing compensation for a neurosis allegedly 
precipitated by an industrial accident, the 
psychiatrist adheres to an exceptionally nar- 
row view in the interpretation of the pa- 
tient’s presenting symptoms. For example, 
we still hear of the term “railroad spine” to 
describe back symptoms in a railroad work- 
er. This often implies an occupational etiol- 
ogy and ignores his many domestic and emo- 
tional loads which are usually of far greater 
significance than his job. During the war we 
glibly spoke of combat fatigue even though 
maternal dependence or unresolved hostility 
were usually of greater importance than con- 
tact with the enemy. We carelessly affirm 
that patients suffer from a “lightening neu- 
rosis,” an “irritable heart,” “endocrine un- 
balance,” all implying a simple etiology 
while ignoring the many complex factors 
that enter into the formulation of a personal- 
ity disturbance. 

Probably our desire for simplicity causes 
- us to glibly use such terms as traumatic neu- 
roses of industry, occupational personality 
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disturbances or compensation neuroses. The 
use of such nomenclature carrying with it 
the implication of a single definite etiology ig 
often puzzling and bewildering to judges, 
jurors and personnel directors who seek oy; 
guidance. Further, the persistent use of 
such diagnostic entities often focuses our at: 
tention upon a trivial injury, at the expense 
of the patient as a whole, his loves, his hates, 
his fears, his resentments and above all 
his dependency needs. 

This report is a brief summary of a group 
of 16 patients who sustained minor indus. 
trial injuries. They were all examined 
months or years after injury, just prior to 
their appearance in court in an effort to se. 
cure financial compensation. Litigation was 
already in progress and the desire for a cash 
settlement was paramount. It is not ou 
wish to go into various semantic and psycho- 
logical discussions of such terms as trau- 
matic neuroses and compensation neuroses, 
but rather, we wish to briefly mention some 
of the conclusions drawn from this group of 
patients, their backgrounds, their motiva- 
tions and their personality structures. 

A review of the patients’ developmental 
history, their school record, occupational ad- 
justment, their social and marital status all 
reveal the presence of marked pre-traumatic 
psychopathology. We cannot agree with 
those writers who frequently stress that pre- 
existing neurotic behavior is uncommon in 
these patients. In practically every instance 
each patient, as he entered the consultation 
room, showed considerable anxiety, marked 
hostility, aggressiveness, narcissism and 
above all a desire and need for dependency. 
I believe that narcissistic behavior in the 
post-accident neurotic patient is familiar to 
all of us. To quote from a recent article by 
Dr. Herbert Monheimer, “It gradually be- 
comes apparent to us that he acts as though 
he is in love with his body, especially with 
the traumatized area and its adjacent parts. 
He looks at it lovingly, strokes it, squeezes 
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it, fondles and caresses it even at times 
touches it to his lips with a kiss-like gesture, 
treating his own body in the same way as 
otherwise the body of a sexual object is 
treated.” It is easy to see how important 
such an attitude can become in the formation 
of the presenting set of symptoms. 

All our patients revealed some degree of 
anxiety. We take exception to those psy- 
chiatrists who after a brief examination at- 
tribute an accumulation of anxiety directly 
to the accident. It seems obvious that ex- 
cessive narcissistic behavior, marked aggres- 
sion, unusual dependency, all occur in indi- 
viduals whose emotional functioning was al- 
ready under great stress prior to the acci- 
dent, and occurred in individuals already well 
prepared to seize upon a minor trauma to 
bolster their weakening ego defenses. 

Hostility, marked aggression toward the 
employer, the various physicians involved, 
the company representatives were encoun- 
tered. In most instances the patient seemed 
to adopt an attitude of “you caused all this.” 
It impresses the examiner as though a life- 
long accumulation of unspent hostility is di- 
rected toward the one he holds responsible 
for the accident. Suddenly there appears a 
channel for the relief of old aggressive im- 
pulses and dependency needs, In an uncon- 
scious fashion the patient finds in his injury 
and its sequelae the equivalent of mother 
love and father care. It is as though all of 
his mixed up feelings of love and hate sud- 
denly come to the fore. At times he seems 
to be trying to verbalize “‘you have been a 
bad parent, but you will take care of me. 
That will make things right.” One of our 
patients is now serving a life penitentiary 
term. When the court rendered an unfavor- 
able verdict in his compensation suit he be- 
came panic-stricken. Unable to find any one 
individual in that vague entity which he 
called “the company” on whom to vent his 
wrath, he turned to the one toward whom 
all of his hostility could be expressed. He 
blamed his wife for all of his misfortune and 
following a minor argument shot her fatally 
through the chest. 

Most interesting perhaps of all the fea- 
tures shown by these patients is the way in 
which they handled their dependency prior 
and subsequent to the accident. One middle 
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aged patient had functioned well in a North- 
ern industrial center until his wife, who had 
been adopted in infancy, suddenly discovered 
her real parents. She grew dissatisfied and 
wanted to be near them, Our patient left 
his job, his chief source of security and 
satisfaction, his aged parents and migrated 
South. Numerous adjustment difficulties fol- 
lowed the discovery of his new in-laws which 
disturbed a prior adequate relationship with 
his wife and children. Being a passive hus- 
band with a controlling, hostile wife, afraid 
of expressing his dissatisfaction with his new 
environment, a minor back injury provided 
the stimulus necessary to bring his difficul- 
ties to the fore and to focus all his hate and 
hostility upon the construction company 
which employed him. 

New job responsibilities often pose a 
threat to a long established dependency re- 
action pattern. One pile driver operator was 
apparently well adjusted in his work, per- 
forming so efficiently that he was brought 
into the office and given an assignment as 
an estimator. Back pains, nervousness and 
apprehension greeted his promotion. He was 
out of place with executive personnel, did not 
understand their conversations, their small 
talk, their hobbies and their interests. Dur- 
ing the examination his conversation fre- 
quently turned to his pleasant moments on 
the driving rig and his happy days with the 
old gang. His symptoms cleared a few weeks 
later when he was returned to his former 
assignment. 

The psychiatric expert is, at times, called 
upon to testify regarding the compensation 
angle in these cases, Frequently we are 
tempted to turn our attention toward the ac- 
cident and its immediate results. Perhaps 
we too seldom realize that by so doing we are 
fixing a pattern of adaptation in neurotic di- 
rections which will become increasingly dif- 
ficult for rehabilitation. Possibly unaccus- 
tomed to the judicial role we forget that our 
principal task should always be the allevia- 
tion of suffering, not rewarding discomfort 
or regressive dependency tendencies with fi- 
nancial gain. More important, however, an 
early decision that a patient’s symptoms are 
primarily the result of a trivial industrial 
mishap, a stumble, a bruise or a sprain, is 
usually an indication that traumatic events 
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in the past history or that a long standing 
period of adjustment difficulties have all 
been lightly passed over in our examination. 
We are not aiding the patient, or our social 
structure, if we continue to reward neurotic 
behavior with ready financial gain. This fact 
should be brought home to all of us when we 
hear of the reluctance of some of our col- 
leagues to administer electro-convulsive 
therapy to depressed patients for fear that 
a later neurotic disturbance may be at- 
tributed to a complication of this form of 
therapy. 


What can we say of the pre-traumatic 
personalities of this group of patients? If 
we consult the writings which so well de- 
scribe the pre-traumatic behavior of accident 
prone individuals we find similar features in 
the group seeking compensation. LeShan 
aptly describes their outstanding features. 
He emphasizes lack of warmth in their rela- 
tionships with others, tension over their own 
health and over the state of their physiques 
and more important, a persistent attempt to- 
wards a higher social status which has failed 
in the past or is being undertaken with little 
hope of success. They also show aggression 
toward authority and finally, poor and er- 
ratic planning for the future, It is our con- 
tention that such factors are of far greater 
importance than any so called precipitating 
cause, namely the minor industrial accident. 


It is unfortunate that we use the term pre- 
cipitating cause so glibly in psychiatric re- 
ports. To the legal mind and to the juror it 
carries a connotation of greater significance 
than is intended. A case will illustrate. 


A 42 year old white male had been orphaned at 
six, left school at nine, spent long periods of un- 
happiness in orphan homes and was discharged 
from the Army for inadaptability. He held nu- 
merous jobs, leaving each because he always be- 
came nervous when he met people. One marriage 
ended in failure. Pursued by debts, by demands 
for alimony, his situation was momentarily solved 
“one day when he stumbled, but did not fall, while 
working as a paper hanger’s assistant. There was 
no injury but he claimed that his subsequent un- 
steadiness caused such anxiety that he was unable 
to resume his former occupation; hence he claimed 
that he was entitled to compensation for total and 
permanent disability. It seems obvious that in the 
evaluation of such a case, the lifelong picture of 
adjustment difficulty is of more significance than 
the alleged precipitating cause. 
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The following case, while not in the grou 
of patients who sustained industria] inten 


illustrates several points of interest. 


A 40 year old physician on military service in 
World War II provides an example of how a trivial 
injury with a resultant disability award can, by sat. 
isfying dependency needs, sabotage needed Psycho. 
therapy and make impossible a more healthy aq. 
justment to a series of difficult circumstances, This 
officer had been having difficulty with his Wife, a 
demanding, aggressive and dominating indivdual, 
He entered upon an extra-marital relationship with 
a female army associate, became guilt-ridden ang 
depressed. While on méneuvers he Slipped and 
sprained his right wrist. There was no evidence of 
physical injury but long periods of hospitalization, 
consultations and observations, the entertaining of 
such diagnoses as causalgios, reflex dystrophies ang 
the like, eventually ended in the diagnosis of hys- 
teria with resultant retirement. For ten years this 
physician, previously accustomed to an income of 
$25,000 per year, has been content to subsist on 
one-tenth that amount because it allows him to be 
taken care of, and to deal with a hostile wife on 
the only basis that he has found, namely by assum- 
ing the attitude of a sick, hurt child and by being 
cared for as such. 


The educational records of these patients, 
excluding the physician just mentioned, are 
interesting. Four completed the third grade, 
one the fourth, two the sixth, four the sev- 
enth, two the eighth and three completed the 
tenth. None completed high school. Five 
of the sixteen could be classified as mental 
defectives but it is felt that other factors 
interrupted the education of the remaining 
eleven, chiefly aggression and hostility which 
caused difficulties at school. 

What criteria should we use in deciding 
whether neurotic symptoms that occur after 
an accident are deserving of financial com- 
pensation? Certainly, many factors must be 
considered, Often the psychiatric examiner 
is placed in the position of having to give 
an exact answer—a yes or no response to 
the question posed by the court, namely, are 
these symptoms due to the accident? From 
our experience it is felt that the psychiatrist 
should be a broad observer, an advisor of the 
court, who gives interpretations and sugges 
tions rather than infallible answers. Our first 
motive should be to get the patient in ther- 
apy, to point out the undesirability of the 
gains which monetary compensation offers 
as contrasted with the advantages of gel 
uine therapy and rehabilitation. 
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We feel that compensation for psychiatric 
disability should be limited to those patients 
who have suffered from a genuine and severe 
threat or trauma. We feel, too, that we 
should avoid being a party to the award of 
financial compensation to those with trivial 
symptoms or who have experienced only a 
minor accident. The complaints noted in this 
group suggest symptoms of mild anxiety and 
tension, chiefly insomnia, fears, tension, pro- 
fuse perspiration and the like, plus various 
pains and discomforts. With few exceptions 
these symptoms were not disabling and were 
little different from those commonly expe- 
rienced by patients on their first visits to 
doctors. 


We should also avoid encouraging the pa- 
tient’s neurotic hostility toward his em- 
ployer or his representative, whom he usu- 
ally feels bears the responsibility for his in- 
jury and for his resulting symptoms. I have 
often found that the patient’s attitude to- 
wards his symptoms is a valuable criterion 
for our decisions. I asked all the patients in 
this series if they would consider psycho- 
therapy to alleviate their symptoms. Every 
one refused, Their attitude can be summar- 
ized in the response of one patient. ‘The 
company is responsible for this; they should 
pay through the nose. And they should pay 
me, not another insurance doctor.”’ 


Too often, this desire for financial gain, a 
fully conscious wish seems to be the out- 
standing content of thought presented in the 
post accident patient engaged in litigation. 
This has led Dr. Gordon Kamman in a recent 
article,* to suggest the term “Attitudinal 
Pathosis,” rather than ‘Post-traumatic Neu- 





*Archives of Neurology and Psychiatry, Vol. 65; 
pp. 593-603, 1951. 
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rosis” for this group. This was first sug- 
gested by F. C. Thorne in 1949. According 
to these writers, such patients often have a 
nuclear core attitude which can be summed 
up by, “I have been injured and cannot 
work.” This reasoning can be carried farther 
with the thought, ‘““My employers carry com- 
pensation insurance and I have been injured. 
Therefore, I am entitled to compensation.” 
Possibly, this concept can be of assistance in 
evaluating these patients. The conscious 
desire and need for financial gain does not 
prove that a patient is suffering from a 
“compensable neurosis.”’ 

Some may object to a concept of attitudi- 
nal pathosis which emphasizes the conscious 
desire for remuneration. Should we wish to 
adhere to the concept that such patients are 
suffering from a neurosis, I am sure we all 
agree that the neurosis has been of long 
standing and that more personal factors 
than a trivial injury are usually responsible. 
Are we not being naive in our knowledge of 
psychopathology when we say that a 
sprained ankle caused a neurosis and ignore 
an orphaned childhood, an inadequate school 
and vocational adjustment, marital failure, 
divorce, sexual impotence, to mention a few 
factors found in one case? 

It seems obvious that there is an alarming 
tendency for individuals to seek financial 
gain because of an alleged neurosis resulting 
from industrial accidents. It is questionable 
whether the trivial accident may be consid- 
ered as causative in the presence of conscious 
attitude, frankly demanding secondary gain 
or in the presence of a life replete with neu- 
rotic traits. Perhaps our legal associates 
need education at our hands, By encourag- 
ing such suits, attorneys often harm their 
clients’ adjustments. 
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Anticipation of Punishment Under the Disguise of 
“Senseless Involuntary Actions” 


EDMUND BERGLER, M.D. 
New York, N. Y. 


A former patient, a writer cured of writ- 
er’s block, had remained in analysis exactly 
eight months. Precisely four months after 
starting treatment, he began to write again. 
Eight months after treatment started, the 
amount of money he had earned from the 
sale of short stories written after he became 
“unblocked” totaled $1000 over and above 
the cost of therapy. He considered that this 
was a major triumph. He could not be con- 
vinced that certain aspects of his psychic 
masochism were still unresolved, and that it 
would be advisable to continue treatment. 


A few years later, while I was on my sum- 
mer vacation, he wrote to me asking my 
opinion on a specific problem. For the past 
twelve years, he had been employed by an 
institution on a part-time basis, The job 
paid extremely well, and left him a great 
deal of time to devote to his literary work. 
He had now written a short novelette about 
this very institution. There was, he said in 
his letter, the possibility that he could lose 
his job by publishing this piece. He was, 
among other things, pathologically money- 
conscious, and obviously did not relish the 
idea that he might lose his high salary and 
convenient working conditions. On the other 
hand, he considered this piece his best work. 
I was requested to read the story, and tell 
him my “candid” opinion. The letter was 
signed “Sincerely,” although in numerous 
previous communications this phrase had 
never appeared. Generally, his letters closed 
with “In gratitude” or “In friendship” or 
“Best as always” or “Cordially.” 


I read the story; it sustained the obvious 
suspicion. Publication of the venomous at- 
tack would invite dismissal, He wanted his 
salary and his right to attack—a clear-cut 
masochistic action. It was evident, too, that 
he was aware of this fact; otherwise, he 
would not have asked for my “opinion.” 

In reconstructing the man’s psychic situa- 
tion before writing the letter (a subsequent 
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inquiry proved that he did not remember the 
“sincerely”; in fact, denied that he had useq 
it), it can be assumed that he knew exactly 
the import of my answer: shut up or put up, 
In other words, he was either to tear up his 
story and keep his salary, or resign and pub. 
lish the story. To do both—publish the 
story and keep the job—was out of the ques. 
tion. Any attempt to delude himself on that 
score, therefore, constituted a preparatory 
masochistic action leading to an even greater 
masochistic fiasco. 

Superficially, the ominous “Sincerely” was 
simply an unconscious aggression against 
me: “You are not my friend, but rather an 
enemy under your disguise of a representa. 
tive of the ‘reality principle.’ ”’ 

In a deeper layer, the “sincerely” pertained 
to the letter of resignation he would have to 
write to the institution employing him. He 
thus anticipated punishment by preferring 
an imaginary resignation to the renunciation 
of his masochism. By projecting the super- 
ego upon his former analyst, he declared his 
masochistic independence at the price of 


punishment! 
* 


A remarkably pretty girl of twenty-two 
entered analysis because of chronic heat- 
aches, for which a host of diagnosticians and 


neurologists could find no reason, When} 


questioned about her sex life, she used a 
good deal of circumlocution until it became 
clear that she was somewhere on the verge 


of nymphomania of a specific type: she re ) 


mained completely cold during the act, de 
riving her pleasure from disparaging the 
man. Her favorite phrases» during inter 
course were: “You are just a flop like all the 





others”; “Give me a cigarette to kill the 
time,” and “How long is this silly jump 





around going to go on?” 

After some time in treatment, she becaitt 
more outspoken, 
phrases mentioned above. Two things trans 





















and confessed to thf 
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ired, one mentioned by the patient, the 
other observed by the analyst. 


“[ always have my headache, except when I give 
one of those fools who want to impress me with 
their sex technique a piece of my mind.” 

“What do you conclude from that?” 

“Apparently my headaches mean: not enough an- 
ger is discharged.” | 

“You consider yourself a hyper-aggressive per- 
son?” 


“Could be.”’ . 
“A few facts contradict this assumption. First, 


your sex routine is completely self-damaging. Sec- 
ond: in your appointments, every time you repeat 
one of the derogatory remarks you’ve made in a 
one-night-stand, you rub your cheek, just as if you 
had been slapped in the face. Just observe what 


you're doing right now.” 


She was caught red-handed. For a mo- 
ment she was taken aback, but quickly re- 
gained her poise: 


“That doesn’t mean anything.” 

“On the contrary, it could mean a good deal. I 
suspect that you provoke these men only to be 
slapped.” 

“Nobody’s done it so far!” 

“Too bad for you. And here is the connection 
with your headaches: you suffer from an accumu- 
lation of too much undischarged psychic masochism, 
and not—as you believe—too much undischarged 
aggression.” 

“Why don’t I have the headaches when I abuse 
aman?” 

“You are taking the blame for the lesser crime— 
you want to convince your inner conscience that you 
are the opposite of a masochist, namely highly ag- 
gressive. Since you present your proof under self- 
degrading conditions, the bargain is accepted—for 
the duration of your self-degradation. One lesser 
form of masochism exchanged for the other, bigger 
one.” 


After the headaches gradually and “mys- 


' teriously” disappeared, and nymphomania 


Was given up (the change took months, of 
course, with the usual ups and downs), the 


_ girl consented to analysis of the infantile 


precursors, and received the explanations 
with Some measure of understanding. Pre- 
viously she had refused to “fall for that 
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trap,” as she expressed it. The story was 
banal: beating fantasies were behind it.* 

During her analytic appointment, a young 
woman reported a peculiar “mishearing”’ 
which had puzzled her. On the preceding day, 
her husband and she were discussing, in a 
detached way, the marriage of a certain cou- 
ple, neighbours of theirs. The husband 
claimed that it was a good marriage; the 
patient was rather skeptical, In actuality, 
she had had a clandestine affair with the 
man. The discussion was “purely academic.” 
It took place just before they left their apart- 
ment to drive to the theater. While opening 
the door of the car, the patient seemed to 
hear her husband saying, “Get out”; actu- 
ally, of course, he had said, “Get in.” She re- 
torted sharply and with a gesture of defi- 
ance: “What do you mean?” His answer, nat- 
urally, was a surprised look. In thinking 
about the scene later, she definitely excluded 
the possibility that her husband might have 
said “Get out.” Her “mishearing” antici- 
pated a good deal: the husband will find out 
about her affair and tell her to “Get out!” 

* 

These and similar examples all use the el- 
lipsis-technique: anticipation of punishment. 
(Ellipsis, as is known, denotes—in grammar 
—omission of a word or words in a sentence; 
the sense of the missing words must be ob- 
vious from the sentence, as in “the merits I 
admire,” instead of “the merits which I ad- 
mire.’’) 

In more superficial though also uncon- 
scious layers, the punishment anticipated 
pertains to aggressive actions. The latter 
are but a blind for more deeply repressed 
masochistic wishes, 

These masochistic neurotics cannot wait 
until punishment strikes; in their eagerness 
for punishment, they act it out in anticipa- 
tion. 





*For elaboration, see Neurotic Counterfeit-sex, 
Grune & Stratton, New York, 1951. 
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Group psychotherapy was not originated 
in mental institutions but it is without doubt 
the instrument par excellence for use in the 
large mental hospital, almost as if it had 
been deliberately designed for that purpose. 
And by a curious happenstance, in the writ- 
er’s opinion, the situation of and many cir- 
cumstances connected with mental hospitals 
makes them potentially, at least, ideal for 
the administration of group psychotherapy. 


There is something forbidding about the 
very word, “psychotherapy” to the novice. 
The term has been invested with so much 
involved and recondite theorizing that the 
novice will approach it with the most awe- 
some trepidation. But if one starts from the 
beginning with first principles and attempts 
to reduce psychotherapy to its common de- 
nominator, so to speak, what one may derive 
is the fact that psychotherapy is first, com- 
munication. It is communication wherein 
one individual attempts to influence another 
in some more or less important aspect of his 
functioning. Of course, this is not to deny 
that very intricate dynamics may enter the 
therapy, requiring great sensitivity and con- 
siderable skill from the therapist. But we 
are taking the viewpoint of the uninitiated 
whose question may be “how shall we start?” 
But if we begin with simple objectives and 
limited goals and bear in mind that some- 
how any deleterious effects which might be 
caused by the therapist’s inexperience will 
be diluted by the number of patients in the 
group, unlike individual psychotherapy, one 
may proceed with the confidence that good 
therapy is being afforded to one’s charges. 


It must be remembered that until very re- 
cently psychotherapy with psychotics was 
' believed impossible, and now that the con- 
census of informed opinion has apparently 
reversed itself in this regard we find still 
that psychotherapy in the large mental hos- 
pital is impractical because of shortage of 


Presented before the Physicians’ Association, De- 
partment of Public Welfare, 114th annual meeting, 
Illinois State Medical Society, Chicago, May 18, 
1954. 
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Common-Sense Group Psychotherapy for Mental Hospitals 


J. W. KLAPMAN, M.D. 
Chicago, Illinois 


trained personnel. Or, to put on a bold front 
we might contend that psychotherapy ig ac. 
tually being carried on, for example, during 
the doctor’s rounds, when he stops and talks 
to a patient more or less casually. But these 
casual contacts are more often mistherapey. 
tic than otherwise, and the reason is not dif. 
cult to appreciate, The patient is most often 
apt to approach the doctor with a loadeg 
question, so disposed that only acquiescence 
will be apperceived by him as an answer at 
all. ‘Doctor, I have an awful pain in my 
chest and I know I have heart trouble. Cap 
you give me something for my heart trov. 
ble?”’ By previous examinations and EKGs 
it has been objectively demonstrated, time 
and again, that the patient’s heart is organ. 
ically sound, and the patient has been go in- 
formed time and again. Obviously we are 
dealing here with a psychosomatie com- 
plaint. During this more or less casual con- 
tact the doctor can only repeat his reassur- 
ances and his conviction of the baselessness 
of the complaint from an organic point of 
view, but as you know, no conviction on the 
part of the patient is achieved. On the con- 
trary, what it convinces the patient of is the 
doctor’s indifference to his suffering and the 
indifference of the entire personnel of the 
hospital. This conviction backed by many 
other experiences in the institution, becomes 
strongle entrenched and fortified. Hence, 
that casual encounter with the patient on 
the ward during the course of the doctor's 
rounds can actually become mistherapeutic. 
Or, take the patient who repeatedly and ve- 
hemently protests there is nothing wrong 
with him and therefore his detention at the 
hospital is a gross miscarriage of justice; 
he poses the doctor the dilemma of explair- 
ing to the patient that he is mentally ill. But 
your explanation, of necessity more or less 
discursive, serves only to fortify his projet: 
tive attitudes about the ulterior designs of 
the hospital and its workers, 

Even if one conceives of this desirable 
change in the patient’s frame of reference 
these respects as not at all psychotherapy, 
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its value to the institution of greater co- 
operativeness with the institutional person- 
nel, of greater amenability to huggestion on 
the patient’s part, as a precursor to psycho- 
therapy needs little further exposition. Ini- 
tially, one may enter tain doubts whether this 
can at all be effected, for the nature of social 
perception is such that a doctor or any other 
employee may spend his entire working life 
:; an institution, and unless he has taken 
the trouble to investigate and test out va- 
rious theories and patterns in interpersonal 
dynamics in the psychoses the patient may 
remain a closed book to him. He may have 
a picture of the patient and his potentialities 
which will be at great variance with the re- 
ality. Thus the question, can the misappre- 
hensions voiced in the patients’ psychoso- 
matic complaints or his delusions be altered 
in view of his psychosis? My answer as far 
as a considerable percentage of the patients 
is concerned would be an emphatic categori- 
cal affirmative. 

Not by a casual conversation when mak- 
ing the hospital rounds, because, as already 
suggested under the circumstances, it is 
more likely to fortify him in his mistaken 
attitude. It can, however, be done relatively 
easily with the less chronic patients in group 
psychotherapy. 

The state hospital doctor here has a sacred 
obligation which cannot easily be sloughed 
off or denied. It is being increasingly rec- 
ognized that much of the symptomatology 
exhibited by the schizophrenic in an institu- 
tion, much of what currently passes under 
the rubric of regression, is artifact and not 
an inescapable result of the disease process 
at all. It is more probably the result of the 
regimentation the patient is subjected to and 
the loss of all the usual incentives and moti- 
vations. So that the doctor must consider 
ita binding obligation to attempt so to alter 
the situation as to circumvent it by every 
means at his disposal, 

Advancing concepts in the treatment of 
mental and emotional derangements conspire 
to make most state hospitals appear as in- 
stitutions for custodial care only, a place for 
patients whose families cannot afford more 
effective therapy (unless one believes the 
Shock therapies and leucotomies to be the 
final and complete answer to the problem), 
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a place, which, because of the move or less 
neutral environment which it furnishes is 
where the patient can cool his heels and get 
over the acute phase of his psychosis. Thus 
the period of maximum benefit from hospi- 
talization in the usual state hospital is very 
short. In a more ideal therapeutic environ- 
ment the period of optimum benefit from 
hospitalization would be appreciably ex- 
tended, and we hasten to add, ultimately with 
reduced cost to the state. For the greater 
the period from which the patient could 
continue to gain from his hospitalization, the 
lower the incidence of rehospitalizations and 
the less the incidence of producing so-called 
“incurable” and chronic patients from ini- 
tially hopeful ones. 


One of the immediate reactions to the sug- 
gestion of utilizing group psychotherapy 
may be on the score that the patients would 
not receive the individual attention which 
prevails in individual psychotherapy. Aside 
from the oft-cited difficulty of carrying on 
individual psychotherapy because of short- 
age of personnel, there is a misapprehension 
in this argument on two counts. First, in- 
dividual and group psychotherapy are not 
mutually exclusive. In fact, they are nearly 
perfect complements, and each optimally ex- 
plores and affects phases of the personality 
which the other does not do to the same ex- 
tent. There is, quite naturally, considerable 
overlapping, but a growing concensus of 
opinion is to the effect that the most desir- 
able treatment regimen is a combination of 
both, that is, the patient receiving individ- 
ual psychotherapy also attending therapy 
groups. Secondly, group psychotherapy cer- 
tainly affords a considerakle amount of in- 
dividual attention in a way that is very ef- 
fective and is a far cry from no psychother- 
apy at all, 


Functions of the Group and Some Group 
Dynamics 

If one then still believes that group psy- 
chotherapy is pure makeshift there are sev- 
eral phenomena worth considering which 
give a hint about group dynamics. 

Consider again the fact that the casual 
encounter with the patient on the ward is 
more likely to be mistherapeutic than cther- 
wise and why. Now see what happens in 
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the group. 

In the group, even if one carefully selects 
individuals of one frame of mind, that is, 
all vocally negatively disposed toward the 
hospital and therapist, whatever points and 
questions are brought up are subjected to 
the cerebration, not of one individual, but to 
the thinking of the number of patients in the 
group plus the therapist. That such collec- 
tive thinking must perforce be more objec- 
tive and less biased is a foregone conclusion. 
There is a social pressure brought to bear on 
each member of the group. To one other 
person like the individual therapist I may 
defend my own biased apperception with 
considerable force and vehemence, and even 
from the very transactions of the interview 
quite easily adduce proof for my skewered 
apperception. But in a group it behooves me 
and I am almost unconsciously and involun- 
tarily forced to abide by what is called a 
“norm.” About one individual in an indi- 
vidual psychotherapy interview I can main- 
tain the suspicion that he has an ulterior de- 
sign; it is far less easy to do so concerning 
a group and especially a group of one’s own 
peers. Some members of the group will be- 
gin to back up the therapist’s point of view. 
Now the patient will begin to see his own 
situation more objectively, something he 
may never have done before, at least not to 
the same extent. The therapist and the group 
now can assimilate new ideas and new view- 
points. For example, a group of fairly re- 
gressed psychotics is very much fascinated 
by the therapist’s elucidation of the cancer 
problem and the biological data connected 
with it, as this subject has come up in the 
group. The broadening of the patient’s in- 
tellectual outlook is also therapeutic. 

Consider also that along with the fore- 
going the patient has been noticing that 
other patients have problems quite similar 
to his own, something which may never have 
occurred to him before. It helps appreciably 
in taking the patient out of his isolation. 

All the foregoing, be it noticed, can be ob- 
tained without need to invoke deeper dy- 
namics. 


Functions of the Therapist—Plan of 
Group Supervision 
The therapist insinuates those bits of data 
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and comments which will heip the group pro 
duction and group interactic 4 

Zz p raction. He attem ts 
to enhance the processes of objectification 
His other function might be said to be thg 
of observer in order to gauge the effects of 
group interaction on each patient, and as. 
certaining as far as possible what is hap. 
pening to him psychologically, 

It must be obvious that one of the most 
binding obligations the psychiatrist can ag. 
sume is to do everything he can to prevent 
the newly-admitted patient, the patient in his 
first admission and in his first emotiong| 
breakdown, from taking on those misconcep. 
tions and attitudes which will make fo 
chronicity of his disorder, or from develop. 
ing misapprehensions inimical to future ¢. 
operation with the institution. Indications 
are that it can be accomplished in a decidedly 
high percentage of cases. Indications also 
are that the deleterious concomitants of 
chronicity can be largely forestalled. 

Granted that, being understaffed, coverage 
of all patients in the institution even with 
group psychotherapy is not feasible, we can 
still recognize the recent first admission to 
the institution, the “fresh” patient, as a very 
important and strategic element in the hos. 
pital’s patient population. 

One can gather the new admissions ani 
orient them to their new situation. One can 
let them ventilate their feelings and have 
them discuss the various questions about 
mental illness and their relationship to the 
hospital. The receiving ward psychiaerist 
can meet this group daily for an hour to a 
hour and a half. 

Very likely this will not immediately re 
sult in cures, but it should logically lead to 
a reduction in tension and should serve to 
lay a foundation for the patient’s future re 
lationship to the hospital. It would help to 
allay misapprehensions the patient usually 
conceives about hospitalization, usually @ 
the time of his first admission, an unknow 
and dangerous enigma for hith. Another in- 
portant function these groups would help to 
serve would be to avoid the bad effects 
the ward’s “scuttlebut.” Not rarely the pe 
tient picks up much misinformation in the 
ward gossip, and obviously this effect will b 
the result of a default of the hospital's 
ficial representation. 
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In any institution of considerable size 
there may be as many as a hundred or two 
hundred patients who may greatly profit 
from psychotherapy in various degrees. If 
ten doctors each treated a group of ten pa- 
tients there would be at least 100 patients in 
that institution receiving a psychotherapy 
worthy the name. The patients on the re- 
ceiving ward who have completed their di- 
agnostic work-ups would be transferred to 
other suitable wards and then redistributed 
to other permanent therapy groups where 
they would classify. The kind of group he 
is best suited for would be another factor in 
the patient’s therapy which could be deter- 
mined by a meeting of therapists concerned. 

As far as the therapist himself is con- 
cerned, from these simple beginnings he 
would acquire the skills to progress to more 
intensive forms of psychotherapy in general 
and group psychotherapy in particular. 


Effect on Institutional Atmosphere 


But even from this sketchy plan of group 
psychotherapy in mental institutions it can 
already be seen that other values can be de- 
rived which can materially alter the at- 
mosphere of the entire hospital, There is 
gossip amongst patients, a lcng-and-well- 
known fact which state hospital psychia- 
trists tend to discount as of no importance 
whatever. This is the institution’s “grape- 
vine.” Can we be entirely sure that “grape- 
vine” discourses and ward “scuttlebut” are 
absolutely without effect on the patient’s ad- 
justment in the institution and on his treat- 
ment? Even at this point we may well haz- 
ard the postulate that the “grapevine” and 
ward “scuttlebut” flourish by default. They 
flourish because factual and reliable infor- 
mation is not supplied. It isn’t entirely 
known what the sum of such surface inter- 
action may be but it might be a rewarding 
study and research problem. In any case, 
we can anticipate that the knowledge that 
group psychotherapy is being administered 
and is a reliable source of information, con- 
cepts and percepts should tend to reduce the 
undesirable effects of unofficial misinforma- 
tion. It may be presumed that under a regi- 
men of extensive group psychotherapy cover- 
age data of a more reliable order will cir- 
culate through the patient population. True, 


DISEASES OF THE NERVOUS SYSTEM 


the patients by very reason of their illnesses 
will not all begin to clamor for this treat- 
ment, but in time, as the regimen establishes 
itself patients here and there will express 
some mild curiosity about the groups and an 
appreciable sprinkling of patients will be 
found who will prove quite receptive to the 
suggestion of joining a group. Such altera- 
tions in attitudes in the patient population 
will be seen to make for a better therapeutic 
milieu. So that in a sense the benefits of this 
stratum of group psychotherapy groups 
would tend to trickle down to all cadres of 
patients, This would involve the entire at- 
mosphere of the community which the hospi- 
tal population constitutes, advancing it to a 
better level of therapy. 

The employees of the institution, profes- 
sional as well as non-professional, have in 
the past given little thought to the signifi- 
cance of the total treatment atmosphere and 
certainly its dynamics are not very clearly 
perceived as yet, but data is beginning to ac- 
cumulate from sociologists and other sources 
indicating the great importance and effec- 
tiveness of a proper therapeutic milieu. 

Consider what an enormous transforma- 
tion in the hospital’s therapeutic atmosphere 
has already occurred in the past two dec- 
ades. Our younger psychiatrists may find 
it difficult to appreciate this change, but the 
older men and women will recall the hospi- 
tal’s treatment outlook some twenty years 
ago. The institution’s primary concern with 
the patient was his safekeeping. Scientifi- 
cally there was much ado about the patient’s 
correct nosvlogical categorization. For ther- 
apy there were hydrotherapy, sedation, occu- 
pational and recreational therapy, and for 
prognosis almost invariably a gloomy one. 

Into this sombre scene of resignation and 
professional twilight burst the shock thera- 
pies. The entire practice of psychiatry was 
shocked into renewed life and energy. Now 
it was possible to demonstrate to the rela- 
tives of patients a tangible, objective ther- 
apy, which relatives could readily recognize 
as treatment in the psychosis and the emo- 
tionally acutely disturbed, Now everybody 
was happy—the doctor, the relatives, the in- 
stitution, employees, etc.—everybody, that 
is, but the patient. 

Of course, shock therapies are useful and 
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have certain indications, but in the long run, 
now that we can gain some perspective on 
the entire quesiion, their principal beneficial 
effect may turn out to be that they ener- 
gized the whole field of psychiatric treat- 
ment. They were instrumental in stimulat- 
ing investigations into many aspects of per- 
sonality functioning and treatment, and al- 
together introduced a much more hopeful 
outlook in these disorders. The new pers- 
pective and the occurrence of World War II 
speeded up the advent of group psychother- 
apy. With this more or less new therapy not 
only are doctors, relatives and employees 
made happy, but best of all, the patients as 
well. 


Some relatives may have a hard time be- 
lieving that talking and communication can 
be treatment, but gradually even the public 
is catching up with the idea that psychother- 
apy may be desirable and efficacious. Now 
and then a relative will even request it for 
his or her patient. In any case, if the doubt- 
ing relative is permitted and invited to at- 
tend a group session one will find he is al- 
most invariably impressed. He will go away 
with the reassurance that the patient is re- 
ceiving genuine psychiatric attention, 


The group therapist will be much gratified 
in another unexpected area. It is worth pon- 
dering the fact, ascertained by some objec- 
tive findings, that an employee of the hospi- 
tal may see service there the entire duration 
of his working life and yet have very dis- 
torted ideas and opinions about the nature 
of mental illness. This has been very ob- 
jectively demonstrated by John Middleton 
in the American Journal of Psychiatry.'' In 
milder degree this will be true of employees 
as high up in the hierarchies as the medical 
staff itself. But when attendants and other 
employees somehow stray into a group psy- 
chotherapy session you will notice how the 
eyes widen with amazement, how the attend- 
ant may inquire whether he may attend fu- 
ture sessions. For the first time he gets a 
slant on his patients he has never considered 


- before, and thus the potentialities of group 


psychotherapy even for training purposes 
becomes manifest. This phenomenon was 
quite well commented on by Graeber, Brown 


-et al., to wit:° 
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“At the Veterans Administration Hos 
Alto, California, we have now had almost 2 year 
experience observing group therapy as the ae 
organization of a ward of acuicly disturbed pa. 
tients. Although changes and mod.-fications have 
taken place from time to time, at its inception this 
program had 2 basic objectives. The primary ob- 
jective was to determine the feasibility of usin 
group therapy to reduce combative and other types 
of antisocial behavior among acuicly disturbed pa- 
tients. The secondary objective was to determine 
whether or not nurses and aides, as well as Psychia- 
tric residents, psychologists and social] Workers 
could be useful as group leaders. Perhaps one of 
the most startling aspects of this experience has 
been the enthusiasm with which people have aban- 
doned their individual biases in the interest of the 
therapeutic efforts of the total ward. In this paper 
we wish to report not only our observations of 
acutely disturbed patients experiencing group ther. 
apy, but also what seem unique aspects of an effec. 
tive program for severe psychotic patients.” 


Looking to a future regimen of psycho. 
therapy, one can see a certain development 
as it affects the medical staff, and even other 
strata of the institutional personnel. It js 
now a truism that the psychotherapist has to 
have a relatively good understanding of his 
own personality and its dynamics to help 
him overcome his own blind spots. Therapy 
for the therapist is recognized as an impor- 
tant desideratum in the requisites of the 
therapist, and it is well known that an analy- 
sis for the prospective psychoanalyst is an 
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unavoidable requirement, Naturally it would | 


be a hard and impractical requirement to in- 
sist that every group therapist first receive 
a complete and thorough psychoanalysis. But 
how practical, feasible and genuinely needed 
is group psychotherapy for the medical stafi 
of therapists! Present trends and develop. 
ments in mental hospital regimens suggest 
that this trend, already adumbrated, will be 
come a routine in the not too distant future 
It has been quite successfully implemented 
in some places with some of the lower strata 
of the mental hospital employees. 


Goals and Assessments of the Group Therapy 
Process ~ 

But having approached group psychother- 
apy in this common sense manner we maj 
want to know what are the aims and goals 
What shall we look for? It may appear thal 
if we have embarked merely on a comm! 
sense approach we shall be devoid of ally 
definite and reliable criteria by which to a& 
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sess the therapeutic effects. 
But there are also common sense criteria 


by which to judge the efficiency of the treat- 
ment. Here are a few of such criteria: 


Criteria of Improvement 
Objective 

NEGATIVE SIGNS: 
Disappearance of autistic and dissociative beha- 
vior, e.g., disappearance of unmotivated laughter, 
talking and whispering to self, seclusiveness, leav- 
ing the room, etc., etc. 
Disappearance or reduction of conflict indicators. 
Disappearance of restlessness, anxiety, marked 
hesitation in speech, viz.: halting and stammering 
type of speech. 
Disappearance or reduction of signs of negativism, 
eg. refusal to answer questions or read aloud, or 
joining group enterprises. 


POSITIVE SIGNS: 

1. Greater spontaneity: 
group members. 

2. Making spontaneous observations and com- 
ments during the sessions. 

3. Helping in some part of the management of the 
group; e.g., handing out books and pencils and 
paper, collecting papers. 

4, Submitting homework papers, writing autobi- 
ographies, book reviews, etc., etc. 

5. Improvement in reading ability. 

6. Improvement in the train of thought as re- 
vealed in spontaneous utterances, answers to 
questions and in ‘homework’ papers. 

7. In out-patient clinic: ceases to come accompa- 
nied by a relative. 

8. Findings and comparisons of Rorschach, TAT, 
PMS, etc., etc., tests. 


e.g. making friends of 
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9. Reports of ward adjustment by ward personnel. 
10. Brighter, more alert, more cheerful facial ex- 
pression. 
Subjective 

1. Greater interest manifested in group activities. 
2. Patients’ own statements about help derived from 

group psychotherapy. 
3. Therapist’s general evaluation of treatment rec- 

ords. 

Summary and Conclusions 

From the past we have inherited a variety 
of misconceptions about the nature of emo- 
tional and mental illness which have dictated 
various mistherapeutic attitudes toward the 
patient. Group psychotherapy as a common 
sense approach makes a systematic attempt 
to reenfranchize the patient as an individual 
and seeks his reincorporation into the so- 
ciety of human beings. It is a devise par ex- 
cellence to implement and demonstrate this 
point of view to all strata of the mental hos- 
pital community, with the result that it 
makes for a more therapeutic milieu in the 
mental hospital. 
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Book Review 


VARIETIES OF DELINQUENT YOUTH by William 
H. Sheldon, Ph.D., M.D., Harper & Brothers, 899 p. 
$8.00 (1949). 


The author presents a long-range 10-year study of 
delinquent youths. As a constitutionally minded, 
psychobiologically oriented physician, he propounds 
his novel concept of causality of psychopathologic 
patterns of activity. He enunciates it as the basis 
from which he draws his conclusions, and postulates 
that an individual’s conduct and his mental and 
physical characteristics bear a reciprocal connection 
to his bodily make-up. The author logically holds 
that both criminologist and psychiatrist, in their 
contact with the problem of delinquency, are basi- 
cally concerned with the many-sided exhibitions of 
temperamental pathology of their charges. In his 
efforts to correlate constitutional characteristics 
With differing findings made on the same cases by 





various psychiatrists, he found a lack of quantifiable 
variables by which psychiatric findings were diag- 
nostically expressed. The “either-or’’ criteria of 
psychiatric diagnosis frequently revealed that the 
same subject examined by different psychiatrists, 
carried mutually contradictory diagnoses which 
would, of necessity, point in opposite directions ther- 
apeutically. 


The author notes Freud’s own reaction as to what 
was beginning to happen to psychoanalysis based 
strictly on the Freudian premise. In the middle 
1930’s Freud summarized his views to the author in 
the following vein: ‘Many of the people who prac- 
tice psychoanalysis in my name are either fools or 
scoundrels. I do not like ‘Freudianism’ any better 
perhaps than you do. But I study minds, and I can- 
not quite believe that bodily structure and mind can 
be so connected that analysis in the one will lead 
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to an understanding of the other. If I were fifty 
years younger I would surely not fail to learn to 
somatotype. Even what has already been done of- 
fers intriguing possibilities.” Kretchmer’s early ad- 
jectival struggles to fit people to types are credited 
by the author as bearing a direct consequence on 
the latter’s effort to bring together an anthropolog- 
ical and psychiatric typology. 

Presented within the same adopted headings, the 
author has comprehensively and scientifically de- 
scribed the biographies of 200 youths. Each de- 
scription is framed within the following format: 
Morphology; Delinquency; Origins and Family; 
Mental History; Achievement; Medical; Running 
Record; Summary; Comment. Thereunder, the au- 
thor has quantified the index of delinquency of each, 
within three main classes. These he further sub- 
divided into two kinds of insufficiency (medical and 
mental), four kinds of psychopathy, and a residual 
of primary criminality. In an unexpected, thought 
provoking, and entertaining style, the author crys- 
tallizes the concept of delinquency and defines it as 
a measure of the difference between what human 
beings are, biologically, and their prevailing notions 
of themselves. He suggests that the field of delin- 
quency therefore concerns the realm of social rather 
than individual psychiatry. 

He postulates four constructive proposals as a nu- 
cleus for a broad simultaneous attack on delin- 
quency. The first or economic plan, suggested, is 
to make illegal the inheritance of more wealth than 
will suffice for an heir’s education; and thereby 
eliminate the motive to dissipate the best human 
effort on a struggle to attain surplus private wealth. 
It is through such legislation that the argument of 
economic delinquency on the part of otherwise men- 
tally alert individuals could be honestly answered. 
The second or sociopolitical plan, advances the es- 
tablishment of a central world government. The 
author suggests that our catatonic-like resistance to 
such governmental centralization could be fatal to 
the life wish of the human species. We English- 
speaking people must decide without delay whether 
to assume full responsibility for world-wide mili- 
tary maintenance, or whether by our submission to 
another coalescence of peoples, to encourage the 
latter to do it. Resistance, expressed by persistent 
indecision may be expected to result in the kind of 
treatment meted out to catatonics—shock, mutila- 
tion, imprisonment, and continuous mental and phys- 
ical frustration until released by extinction. The 
third or sexual-reproductive plan. This, if to be 


practical, requires a simultaneous and World-wide 
drastically reduced and selective mode of reproduc, 
tion. The author sagaciously postulates that er 
gional birth control movements like pacifism are 
but hebephrenic gestures on local levels in the face 
of the present rat race of promiscuous Overpopula. 
tion, which evil has already gone so far, that onl 
a gradual increasing war will stop its resistlesg - 
tivity. The fourth or theological Proposition, dis. 
cusses the present religious intoxication of the mind 
and the latter’s disassociation thereby from common 
sense. In its dog-in-the-manger function towarq hi. 
ological humanics, theology alienates religious in- 
stitutions from their appropriate duty of serving 
man’s biological future and turns the mind anq hand 
of man against himself. _The author adroitly sug. 
gests that if a Benevolent Omnipotent Omnisciene 
is the owner of the “human show” as theologists 
proclaim, then the more reason for making good our 
biological humanics, which is the show. 

The book is written in simple language, is com. 
plemented by three-directional photographs of 299 
somatotypes and their individual records, and ex. 
presses a fascinating and careful process of reason. 
ing directed toward inquiry and resolution of basic 
causes productive of, or contributive to, human def. 
ciency. In his postulate the author brings into focus 
the mutual relationship and interdependence of a 
human being’s behavior and his body structure, He 
resists the doctrine of rambling and blind search 
into the subconscious, and definitely opposes the 
Freudian teachings of analytical dogma that de. 
sires repellent to the conscious mind and persisting 
in the unconscious, continue to affect one’s conduct 
and mental life. 

Whether the reader will hold to the view that de. 
linquency is based on the proposition that it is 
mainly an expression of difficulties born out of con- 
flict, which, in the Freudian teaching is the product 
of socially induced fears, frustrations, and repres- 
sions; or whether the reader accepts the author's 
criteria, that the psychological responsibility for de 
linquency is not mainly environment and that hv- 
man personality is not explained away by ‘some 
thing that happened’’—the book merits careful study 
as a useful and stimulating contribution to the psy- 
chiatrist as well as to workers in the allied fields 
concerned with and devoted to the appraisement of 
human behavior. 


Lewis J. Siegal, M.D., LL.B. 
Fordham Hospital, N.Y 
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